Another aspect of the full-time psychiatrist in a geriatric hospital is the full-time battle against regression -mainly through the sensitizing of the staff of the meaning of patient behaviour. Frequently the aged patient must be motivated to want to get well, which may include, besides the direct treatment, a manipulation of the patient's environment. The psychiatrist uses traditional psychiatric tools such as psychopharmacology, individual psychotherapy and increasingly group therapy. All must be adapted to meet the special needs of the aged. In addition the psychiatrist plays a key role in substantiating the value of those programs that the patients and staff tend to consider as 'non-medical' and therefore secondary, such as occupational, recreational therapy, group gymnastics, etc. Management of patient's families is often difficult and serious problems are apt to manifest themselves in the course of hospitalisation. Group sessions with family members organised by the psychiatrist are very helpful. The integration of psychiatry and internal medicine is of special significance in the training of interns. It is important to evaluate psychiatric problems in the context of somatic and social realities and vice versa. This model of medical practice is often time-consuming and is sometimes accepted with great difficulty by the very busy interns, however, many of our interns are the general practitioners of tomorrow, and we feel that preparing them for this type of comprehensive medicine is of great importance. The psychiatrist, by working along with the interns at the same time that he supervises them, should make psychiatry not more admirable, but more understandable and more useful. Another important function of the psychiatrist in our setting is the supportive role with the nursing staff. Facing human deterioration and fre-60 Feder quent deaths, the staff has often great difficulty in accepting the active therapeutic measures we propose -and even greater difficulty in accepting the decision to do nothing. It is important to search tenaciously, based on day-to-day shared experiences, for new attitudes in working with the infirm aged as well as ongoing team evaluation of the effectiveness of our therapeutic programs. Training for doctors, nurses, aides and the growing number of volunteers consists of more or less formal practical and theoretical courses, regular case presentations with emphasis on either somatic or psychiatric problems, or both. Discussion groups are used to work out anxiety, management of the difficult, unpopular patient as well as attitudes towards one's own aging and death. For the psychiatrists the 3 years in the Geriatric Hospital provided great satisfaction and a fair share of frustration. Everyone seemed to be enthusiastic about the philosophical aspect of the hospital, but difficulties arose in the course of the day-to-day activities. Even in the terminology describing our work the phrase coexistence is often used, rather than integration -which shows clearly the underlying role strain existing. The different style of work of the psychiatrist made it necessary to work out such problems as how to keep files, how to make the rounds, taking temperatures, or rather not taking, etc. The psychiatrist in the geriatric hospital has to understand that he is sometimes considered as representing a less important and in any case less urgent aspect of medical intervention. Acute medical problems take priority and only after they are more or less resolved is psychiatric treatment requested. Conversely, sometimes the psychiatrist is viewed as a magician called on to solve the insoluble. It was expected that the psychiatrist should know how to give his time without taking the time of others. The dynamics are made even more complex by certain resistance both manifest and latent to psychiatry on the part of the medical staff. This may be viewed partially as a result of inadequate training in psychiatry in medical school and consequently, insecurity in handling psychiatric problems. The resistance is partially due to fear of exposing one's own anxieties and unresolved emotional problems. For this psychiatrist the 3 years in the Geriatric Hospital was a most challenging experience. Despite difficulties the endeavour must continue to reach the ultimate goal: truly comprehensive geriatric care.
